OBJECTIVE: There is limited data on trial of labor after cesarean (TOLAC) outcomes in preterm deliveries and commonly available vaginal birth after cesarean (VBAC) success calculators do not include gestational age. We sought to evaluate TOLAC success in preterm and term deliveries. STUDY DESIGN: This was a retrospective cohort study of patients undergoing TOLAC at an academic tertiary institution (2011)(2012)(2013)(2014)(2015)(2016)(2017). Previable deliveries, fetal demise, and multiple gestations were excluded. Preterm (24 0 e 36 6 weeks) and term (37 0 + weeks) deliveries were compared. Primary outcome was VBAC success. Secondary outcomes were composite neonatal morbidity (umbilical pH < 7.0, 5-minute APGAR < 7, unanticipated NICU admission) and composite maternal morbidity (ICU admission, hysterectomy, uterine rupture). VBAC success was then evaluated by gestational week and a stepwise linear regression was performed for predictors of VBAC success. Univariate analysis was performed. P < 0.05 was significant. RESULTS: A total of 1379 patients undergoing TOLAC met study criteria and were analyzed. Gestational age at delivery ranged from 24 0/7 to 42 3/7 weeks. 1193 (87%) were term and 186 (13%) were preterm. Maternal age and previous vaginal delivery were greater in preterm TOLACs (p .001 for both), but prior cesarean for arrest was similar in term and preterm (p ¼ .3). Preterm deliveries had greater VBAC success than term (75 vs. 83%, p < .007). Composite maternal and neonatal morbidities were similar (p .2, table). Preterm VBAC success was higher than term in both spontaneous (89 vs 80%) and induced labor (64% vs 61%) (p ¼ .001 for both). VBAC success decreased with advancing gestation (Figure, p ¼ .001) . After controlling for confounders, increasing gestational age remained predictive of decreasing VBAC success [F (3,37) ¼ 6.4, p < .001], R 2 ¼ .272. CONCLUSION: Preterm deliveries had greater VBAC success than term deliveries in spontaneous and induced labor. TOLAC should be considered as an option for both term and preterm deliveries.
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474 Survivability of PPROM at less than 23 weeks after hospital re-admission for intervention
Robert C. Moore, Felicia LeMoine
Woman's Hospital, Baton Rouge, LA OBJECTIVE: Preterm premature rupture of membranes prior to 23 weeks EGA (pre-viable-PPROM) is considered a predictor of poor neonatal outcome. However, as the gestational age of neonatal survivability continues to decrease, conservative management with hospital re-admission at a point of viability (usually 23-25 weeks EGA) appears to be increasing. Current published literature does not provide robust data as how to counsel patients regarding neonatal survival once readmitted for intervention. Our objective is to describe our hospital's recent experience when managing patients readmitted for intervention of previable PPROM. STUDY DESIGN: We performed a retrospective hospital database review of patients admitted to our facility for PPROM over the last 5 years . We chose 5 years as to have data that was descriptive of current management practices. Inclusion criteria for the study were singleton pregnancies with PPROM prior to 23 0/7 weeks EGA who were readmitted for care beyond 23 weeks EGA. Exclusion criteria were Poster Session II 
